The study aim was to examine constructs of autonomy support and competence as well as the motivation continuum from the self-determination theory (SDT) as a framework for understanding physical activity (PA) motivation and behavior in breast cancer survivors. Questionnaires assessing demographics, medical factors, PA, motivation continuum, perceived autonomy support, and competence were completed by 558 breast cancer survivors. Results showed that lymphedema (χ 2 = 7.9, p < .01) and income (χ 2 = 4.6, p < .05) were associated with meeting PA guidelines. Moreover, survivors meeting PA guidelines reported more identified regulations and intrinsic motivation (p < .01), autonomy support (p < .01), and competence (p < .01). Forced entry hierarchical regression analysis showed that SDT constructs explained 20.2% (p < .01) of the PA variance. Significant independent SDT predictors included identified regulation (β = .14, p < .05) and competence (β = .23, p < .01), with autonomy support approaching significance (β = .9, p = .057). SDT may be a useful model for understanding PA motivation and behavior in breast cancer survivors.
to 44% (McBride, et al., 2000) of participants maintaining their original PA levels. In addition, women diagnosed with breast cancer were significantly less physically active during their first year posttreatment compared with the year preceding diagnosis (Irwin et al., 2003) . One major challenge, therefore, is to motivate PA in people who have been diagnosed with cancer (e.g., Courneya, & Friedenreich, 1997; McBride, Clipp, Peterson, Lipkus, & Denmark-Wahnefried, 2000) . In Australia, this challenge is compounded by the fact that 44% of all Australian adults are insufficiently active (Bull, Bauman, Bellew, & Brown, 2004) .
To develop effective interventions that support motivations and promote PA, the first step is to ascertain the determinants of PA among cancer survivor populations. Specifically, we need to identify causal factors that effectively increase or undermine autonomous self-regulation. One theoretical approach that addresses this issue of exercise motivation and elucidates the correlates of PA is self-determination theory (SDT; Deci & Ryan, 1985; Ryan, 1995; Ryan & Deci, 2000) . To date, SDT has only been examined in one PA study involving adult cancer survivors (Wilson, Blanchard, Nehl, & Baker, 2006) .
Self determination theory's central tenet postulates that self-motivation evolves from how well a person's innate psychological or basic needs are met within their social milieu (Ryan & Deci, 2000) . The basic needs that Deci and Ryan (1985) identified are (a) competence, (b) autonomy, and (c) relatedness. Perceived competence refers to a person's ability to interact effectively within their environment while conducting challenging tasks, autonomy is concerned with how autonomous or controlled a person perceives their choices to be, and relatedness refers to the degree to which someone feels a sense of connectedness to others in the immediate environment (Deci & Ryan, 1985) . Satisfaction of these needs is thought to promote and facilitate motivation through the development of more intrinsic motivations, which in turn underpins task persistence (motivational development) (Ryan & Deci, 2000) .
In addition, SDT describes the relationship between individuals' behavioral regulations and their motivational consequences. The theory proposes that all regulations (or motives) are located adjacently along a self-determination continuum (Deci & Ryan, 1985; Ryan & Deci, 2000) spanning a range from highly controlled to autonomously endorsed motivations (Deci & Ryan, 1985; Ryan & Deci, 2000) . In addition to the self-determination continuum, a state of amotivation has also been proposed. Amotivation refers to situations where the individual has no motivation toward engaging in a particular behavior (Vallerand & Fortier, 1998) . Controlled motivations include those that are the motives for behaviors that occur when a person acts to satisfy an external demand or because the person feels guilty or shameful if they do not perform the behavior (Deci & Ryan, 1985; Ryan, 1995; Ryan & Deci, 2000) . Extrinsic motivation is the most controlled motivation and involves a person exercising in response to an external threat or demand. This is adjacent to introjected regulation, which refers to situations where a person would participate in exercise because of feelings of obligation or coercion and wanting to avoid negative feelings, or to sustain their personal self-worth (Wilson, Rodgers, Blanchard, & Gessell, 2003) .
Conversely, the autonomous self-regulations reflect participation through personal volition and choice. Identified regulation occurs when an individual participates in a behavior that they may not find inherently enjoyable, but is performed as the individual recognizes the value in it. Lastly, the most autonomous form of motivation is intrinsic motivation and refers to when a person exercises for the inherent enjoyment, interest, satisfaction, or pleasure derived from accomplishing it. A person who is intrinsically motivated to perform a behavior will experience feelings of autonomy and accomplishment, and the behavior is fully internalized (Deci & Ryan, 1985; Li, 1999) . In turn this leads to more positive motivational consequences such as greater interest, more confidence and longer persistence (Deci & Ryan, 1991) .
The extents to which a person's motivation will be controlled or autonomous is influenced by the type of support from significant others. According to Deci and Ryan (1985) , when a significant other offers understanding of that person's perspective, supports choice, acknowledges feelings, and minimizes pressures and controls, more autonomous self-regulations develop. It is within an autonomously supportive social context that the development and maintenance of more autonomous self-regulations can occur. Furthermore, research has shown that when people are autonomously supported, they also report feeling more autonomously motivated and more competent, which in turn are strong predictors of maintained behavior change Williams et al., 2006a) . Williams et al. (2006b) reported that behavior change eventuates not only through a process of internalizing perceived autonomy, but also because persons perceive themselves to be competent at the behavior change. Primarily, SDT had been examined in a health and medical context, with the main focus being on the assessment of the effectiveness of an autonomously supportive climate in facilitating behavior change. Perceived autonomously supportive climates have been shown to lead to greater weight loss over the long-term and longer maintenance of exercise behavior in obese patients (Williams, Grow, Freedman, Ryan, & Deci, 1996) ; better glucose control for patients with diabetes (Williams, Freedman, & Deci, 1998) ; and smoking cessation and greater abstinence (Williams, Gagne, Ryan, & Deci, 2002; Williams et al., 2006a Williams et al., , 2006b .
However, the benefit of an autonomously supportive climate has been examined in the PA arena to a far lesser extent (Vallerand, 2001 ). revealed that autonomous support from friends does underpin more autonomous regulations to exercise, which in turn led to stronger intentions to continue exercising. Also, in a retrospective study of general cancer patients, Wilson et al. (2006) demonstrated that both controlled and autonomous motives predicted PA of moderate to vigorous intensity. The benefits of an autonomously supportive climate for increasing autonomous regulations and then PA need further investigation. To date, the theoretical aspects of PA motivation and adherence in cancer survivors have received limited attention (Courneya, Karvinen, & Vallance, 2007) . This is particularly salient in the PA domain, where initial PA adoption is unlikely to be perceived as inherently enjoyable but where the benefits of exercising may lead to an alleviation of treatment side effects. Therefore, although SDT is a broader theory, there is a specific need to support and extend this smaller conceptual framework and examine correlates of PA and our understanding of autonomy support, competence on PA motivations, and consequences among cancer patients. A greater understanding of the impact that autonomy support can have in increasing PA behavior could go part of the way toward developing effective motivation-supportive interventions for cancer survivors.
Previously, studies focused on motivations to be physically active among cancer survivors from the perspective of the theory of planned behavior (TPB; Azjen, 1991) and have successfully shown that intention is the strongest predictor of behavior (Courneya, Blanchard, & Laing, 2001; Courneya & Friedenreich, 1999) . The TPB research has also shown that attitude, subjective norm, and perceived behavior control have significant but varied degrees of importance with regards to explaining intention (Courneya et al., 2001; Courneya & Friedenreich, 1999; Courneya, Vallance, Jones & Reiman, 2005; Rhodes & Courneya, 2003) . Unlike SDT, however, the TPB does not take into consideration the importance of autonomy for motivation and behavior change (Williams et al., 2006a) . Moreover, the TPB social construct is subjective norm, which measures the perceived pressure to perform a behavior (Azjen & Madden, 1986) . This is a factor known to hinder motivation. By contrast, SDT utilizes autonomy support, a social influence construct, which has been shown to enhance motivation through nonpressuring influences (Ryan & Deci, 2000) . Thus, SDT offers a link between the social context and behavioral consequences in the form of the motivational continuum. Furthermore, adopting a framework that examines both behavioral and psychological constructs of PA can extend the research on TPB.
Therefore, the aim of this study was to extend the previous research and assess a population of Western Australian breast cancer survivors' perceived autonomy support and their perceived fulfillment of the basic psychological need of competence as related to their PA motivations and behavior. We hypothesized that greater perceived autonomy support and competence would be positively related to greater reporting of identified regulations and intrinsic motivation for being physically active among breast cancer survivors. We also expected that breast cancer survivors who met the current Australian PA guidelines of 150 min of moderate to strenuous activity per week would report greater autonomy support, more autonomous regulations (identified regulation and intrinsic motivation), and competence. Finally, we proposed that breast cancer survivors who met the PA guidelines would report more intrinsically motivated reasons for exercising than breast cancer survivors who did not meet these guidelines.
Method Sample
Details of the methods have been reported elsewhere (Milne, Gordon, Guilfoyle, Wallman, & Courneya, 2007) . Ethical approval was granted by the University of Western Australia and the Confidentiality of Health Information Committee, which permitted access to the Western Australian Cancer Registry (WACR) at the Department of Health Western Australia. All contact information was obtained through the WACR. Eligibility criteria included the following: diagnosed with breast cancer in 2002, female, no longer undergoing active treatment, no secondary cancers, and over the age of 18 years.
Procedures
The protocol included contacting a referring physician for consent to mail out a questionnaire package to appropriate breast cancer survivors. The questionnaire package contained a detailed individualized cover letter, an information brochure, a consent form, a questionnaire, and a prepaid return envelope addressed to the WACR. The study was conducted between May and December 2004.
Flow of participants through the study is reported elsewhere (Milne et al., 2007) . Briefly, questionnaire packages were mailed to 1,045 survivors. Of these, 558 (53.4%) questionnaires were returned completed. In regard to the balance of the questionnaires, 220 recipients (21.0%) responded that they would not be participating, 58 (5.6%) questionnaires were returned unopened, and there were 209 (20%) nonresponses. Of those survivors who indicated that they would not be participating, 136 reported no interest in participating, 42 were too sick, 11 did not speak English, 5 were unable to complete the questionnaire themselves, 3 stated that they had never had breast cancer, 3 did not have treatment in Western Australia, 1 person had moved, and 19 gave no reason.
Measures
Demographic and Medical Variables. These were obtained by self-report and included age, marital status, education, income, employment status, menopausal status, treatment(s) received, and the date treatment(s) were received. Additionally, date of diagnosis, cancer stage, and location of residence (rural or metropolitan) were obtained from medical details stored within the WACR database.
Self-Determination Theory Motivation Continuum. To assess the self-determination continuum of PA, we employed the Behavioral Regulation for Exercise Questionnaire-2 (BREQ-2; Markland & Tobin, 2004) , which was developed as an extension of the BREQ (Mullan, Markland, & Ingledew, 1997) . The BREQ is a 19-item self-report measure that contains five subscales that measure amotivation (four items), extrinsic motivation (four items), introjected regulation (three items), identified regulation (four items), and intrinsic motivation (four items) of PA. Respondents are required to answer the question, "why do you engage in exercise?" (Mullan et al., 1997) . Responses are scored on a 5-point Likert scale. The BREQ-2 has been validated in previous PA research (Wilson, Rodgers, & Fraser, 2002) .
Competence and Autonomy Support. Perceived competence and perceived autonomy support were measured using the Perceived Competence Scale (PCS) and the modified Health Care Climate Questionnaire (mHCCQ), respectively. The PCS ) is a brief, four-item questionnaire that addresses the relevant behavior under study. The PCS is scored on a seven-item Likert scale, with answers ranging from not at all true to very true. The PCS is designed to assess feelings of competence about engaging in health behaviors. In the current study, the PCS was measured with respect to exercise behavior. Each item is a positively worded statement declaring an ability or capability to be physically active. The PCS scale is scored by averaging the participant's responses to the four questions.
The mHCCQ is a short, six-item questionnaire designed to assess participants' perceptions of the degree to which an important "other person" provides an autonomously supportive climate for them to be physically active. This self-report measure asks about the important people in the participant's life and how they may influence current PA or PA decisions. A series of six statements are made from stems, "The people who are important to me . . ." or "I feel that the people who are important to me. . . ." The scale is scored on a seven-item Likert scale. The mHCCQ has been validated in the health disciplines and has been used to test smoking cessation (Williams et al., 2002) , adherence to medical regimes (Williams et al., 1998) , and weight loss .
Self-Reported Physical Exercise. Physical activity was assessed using the Godin Leisure Time Exercise Questionnaire (GLTEQ; Godin, Jobin, & Bouillon, 1986; Godin & Shepard, 1985) . The GLTEQ consists of three questions that assess the total minutes of mild, moderate, and strenuous PA performed during free time in a typical week. The GLTEQ is a validated self-report measure of PA that has been reliably used in cancer research (e.g., Courneya & Friedenreich, 1999) . The GLTEQ responses were compared with the current Australian PA guidelines of 60 min of strenuous activity or 150 min of moderate to strenuous activity per week.
Statistical Analysis
Statistical analysis was performed using SPSS (Statistical Package for the Social Sciences) version 14.0 software (SPSS Inc, Chicago, IL) for Windows. A chisquared analysis was applied to the dichotomized medical and demographic variables to determine any differences in the percentage of participants meeting PA guidelines. Pearson product-moment correlations were used to determine the association between autonomy support and competence, and the PA regulations. Selfdetermination theory variables consisting of autonomy support and competence, as well as the PA motivation continuum, were analyzed using one-way ANOVAs to test for differences based on PA guidelines. These were repeated with ANCOVAs controlling for age, location of residence, BMI, treatments, and lymphedema.
A series of two-way ANOVAs were conducted to determine the moderating effects of the medical and demographic variables on the association between SDT and PA. These were repeated using ANCOVAs controlling for age, location of residence, BMI, treatments, and lymphedema.
Hierarchical multiple regression with forced entry was run to examine the multivariate associations between the motivation continuum, competence, and autonomy support, and the significant demographic and medical variables with PA. Physical activity, as defined by meeting public health guidelines, was the criterion variable. The predictor variables were entered as four blocks: (1) lymphedema, BMI, and income; (2) autonomy support; (3) amotivation, extrinsic motivation, introjected and identified regulation, intrinsic motivation; and (4) competence. Independent t tests were also used to compare the SDT constructs for those participants meeting or not meeting the PA guidelines.
Results
Details of baseline demographic and medical variables are reported elsewhere (Milne et al., 2007) . Overall, the participants' average age was 59.0 ± 11.23 years and ranged from 23 to 94 years. Average time since diagnosis was 25.2 months ± 3.4 (range 20-31 months). The majority of participants were Australian (59.9%), were nonsmokers (90.9%), had a high school education (56.8%), and were married (70.3%). Over half of the participants described themselves as either retired (32.9%) or a homemaker (21.2%). Nearly all the participants had received surgery (98.7%), and 43% had received chemotherapy and 63.8% had received radiotherapy.
Medical and Demographic Correlates of PA Guidelines
Overall, 31.0% (n = 173) of participants were meeting PA guidelines since finishing their treatment. Chi-square analysis revealed that income (χ 2 = 4.6, p < .05) and lymphedema (χ 2 = 7.9, p < .01) were significantly associated with meeting PA guidelines, whereas BMI approached significance (χ 2 = 5.5, p = .062) ( Table 1) . Correlational analyses were performed among the SDT variables (Table 2) . Of particular importance were the significant associations between the need constructs and PA motivation. Significant associations between autonomy support and competence (r = .36, p < .01), intrinsic motivation (r = .38, p < .01), identified regulation (r = .37, p < .01), introjected regulation (r = .11, p < .01), and a negative association with amotivation (r = −.16, p < .01) were observed. Further to this, competence demonstrated a positive association with intrinsic motivation (r = .69, p < .01) and identified regulation (r = .65; p < .01), as well as a negative association with extrinsic motivation (r = −.22, p < .01) and amotivation (r = −.41, p < .01).
Differences in SDT Constructs Based on PA Guidelines
ANOVAs (Table 3) indicated that the group meeting the public health PA guidelines reported significantly higher identified motivation, F(1, 556) = 79.1, p < .01; intrinsic motivation, F(1, 556) = 73.3, p < .01; autonomy support, F(1, 556) = 31.9, p < .01; and competence, F(1, 556) = 93.4, p < .01, but significantly lower amotivation, F(1, 556) = 13.6, p < .01, and extrinsic motivation, F(1, 556) = 7.8, p < .01, than the group not meeting PA guidelines. Analyses using ANCOVAs revealed no changes to the unadjusted results. 
Multivariate Regression analysis
Results of the multiple regression analysis, presented in Table 4 , demonstrated that in Block 1, the demographic variables BMI, income, and lymphedema added no predictive ability to the model. Block 2 indicated that autonomy support explained 6.5% of the variance in PA (p < .01). The variance accounted for increased to 17.8% (p < .01) with the inclusion of the autonomy continuum (p < .01) and again to 20.2% (p < .01) with the inclusion of competence in Block 4. Assessment of variables within Blocks 2 and 3 showed that autonomy support was a significant predictor in the model (Block 2, β = .25, p < .01; Block 3, β = .11, p < .05) and borderline significant in Block 4 (β = .9, p = .057). In Block 3, the significant variables included identified regulation (β = .20, p < .01) and intrinsic motivation (β = .18, p < .01). In Block 4, significant predictors in the model included identified regulation (β = .14, p < .05) and competence (β = .23, p < .01). 
Demographic Variables and PA motivations
Independent t tests with BMI, income, and lymphedema indicated that those who had a healthy weight had lower introjected regulation (t = 2.3, p < .05) and borderline significantly lower extrinsic motivation (t = 1.9, p = .051) than overweight and obese participants. Participants who suffered from lymphedema reported lower identified regulation (t = 2.8, p < .01) and borderline significantly lower intrinsic motivation (t = 1.8, p = 0.69). Finally, those participants with a higher income (>$60,000) reported higher identified regulation (t = 3.0, p < .01).
Discussion
Overall, this study provides preliminary evidence that examining autonomy support and competence on PA motivations is a useful framework for understanding PA among breast cancer survivors. The evidence supports the applicability of SDT in understanding and promoting behavior change in health care settings (Williams et al., , 2002 (Williams et al., , 2006a (Williams et al., , 2006b ). Previous research on SDT and cancer survivors' PA behavior has been limited, with only one study (Wilson et al., 2006) being reported. Competence .234** *Significant at the 0.05 level (2-tailed).
**Significant at the 0.01 level (2-tailed).
Note. β 1-4 = standardized regression coefficient for Equations 1 to 4.
The current study provides support for findings in Wilson et al.'s study and extends our understanding to a more specific population of breast cancer survivors. Furthermore, the results of the current study offer support for use of the autonomy supportive framework for examining motivational determinants of PA for breast cancer survivors. Specifically, the results indicated that the variables of competence and autonomy support were positively associated with identified regulation and intrinsic motivation and PA, and negatively associated with amotivation and extrinsic motivation. Additionally, it was found that those participants who reported meeting PA guidelines also reported higher identified regulation and intrinsic motivation as well as greater perceived competence and autonomy support than those participants who were not meeting guidelines. Finally, an overall validation check showed that both constructs of competence and autonomy support and identified regulation and intrinsic motivation are the strongest predictors of PA. Through the examination of the motives for PA, these results add to the literature by offering an alternative theoretical perspective from TPB. One of the key strengths of the autonomy supportive framework is its ability to show how the social context can have an impact on PA behavior. In turn, understanding how autonomy support can result in increased levels of identified regulation and intrinsic motivation could be useful in an oncology setting, where patients' PA rates have been shown to decrease from prediagnosis to postdiagnosis and do not fully recover on completion of treatments (Courneya & Friedenreich, 1997; Irwin et al., 2003 Irwin et al., , 2004 McBride et al., 2000) . If we can identify patients who are more susceptible to PA dropout because they report more controlled motivations for exercise, there is an opportunity to provide interpersonal support for their motives and foster their own identified regulation. In turn, this could lead to early intervention to support PA behavior.
The current study also determined the medical and demographic correlates of PA reported by Western Australian breast cancer survivors. Although no associations between past treatments and current PA were found, BMI, income, and lymphedema each had a significant association with PA. It was shown that women with higher incomes, lower BMI, and free of lymphedema reported higher PA rates. Interestingly, lymphedema has not previously been associated with PA levels in breast cancer survivors. Weight gain (Irwin et al., 2004) and lymphedema (Pain & Purushotham, 2000) are often moderate to severe side effects experienced by women receiving adjuvant therapy after surgery. The findings of this study can be explained by the fact that both weight gain and lymphedema can render PA more challenging. Certainly, Irwin et al. (2004) reported fewer obese breast cancer survivors attaining the recommended PA guidelines compared with normal or overweight women. It may be that PA is perceived by more overweight cancer survivors, or those suffering with lymphedema, as too difficult to sustain. Of concern is that both the evidence surrounding lymphedema and PA, and the advice given to women regarding PA, may be contradictory or confusing. There have been concerns about breast cancer survivors engaging in upper-body exercises (e.g., strength training or rowing) because of an assumed increased susceptibility to lymphedema. However, these concerns appear to be unsubstantiated (Harris & Niesen-Vertommen, 2000) , with increasing evidence that PA, most evidently dragon boat racing, can assist in the recovery of arm movement (McKenzie, 1998) .
Our study also showed that those breast cancer survivors who met the PA public health guidelines reported higher perceived autonomy support and competence and reported more autonomous regulations for PA than those who did not meet the guidelines. These findings are similar to those by Wilson et al. (2003) , who demonstrated that both identified regulation and intrinsic motivation are positively associated with patterns of PA attitudes in other populations. Further, Wilson et al. (2003) demonstrated that adherence to a PA program resulted in increases in reported identified regulation and intrinsic motivation. The present findings suggest that interventions to teach significant others in the survivors' life to be more supportive of their efforts to be physically active may result in a further increase in PA beyond the efforts made by health care practitioners. Future research using randomized controlled intervention trials with longitudinal designs are called for to confirm these effects.
Further, regression analysis showed that demographic variables had no predictive ability, with autonomy support explaining 6.5% of the variance in PA over and above these demographics. Whereas the inclusion of the motivation continuum and competence increased the explained variance to 20.2%, autonomy support remained an independent correlate in the model, indicating that it was not fully mediated by the continuum or competence. In line with SDT, therefore, identified regulation and intrinsic motivation, perceived competence, and autonomy support were each found to be independent predictors of PA. These findings support previous studies within both cancer and healthy populations. Wilson et al. (2003) demonstrated that adherence to a PA program for male and female healthy volunteers resulted in increases in reported identified regulation and intrinsic motivation. In addition, autonomous PA regulations were a strong predictor of beneficial PA motivational consequences, and greater frequency of weekly participation (Wilson, Rodgers, Fraser, & Murray, 2004) . Autonomous motives have also been linked to improved physical self-worth in healthy females, whereas autonomy support from friends was a predictor of more autonomous PA regulations, which in turn led to longer adherence .
Future research should further examine the correlates that promote more autonomous self-regulations in PA and in particular the effects of providing an autonomously supportive climate. One avenue would be to examine the extent to which cancer survivors report autonomous self-regulations during and after treatment and how this impacts on their decision to participate in PA. However, care needs to be taken, as a risk of any intervention is that the person interprets it as controlling rather than supportive, thus resulting in their autonomous self-regulations being undermined. This could also be a significant factor when considering any intervention endeavors for people who are not physically active. Consequently, future research could also examine the PA regulations of those who have ceased being physically active during treatment to understand how best to intervene without compromising the individual's more autonomously based motives.
This study has extended the research into SDT and PA of cancer survivors. Nevertheless, when interpreting the results some limitations in the research methodology need to be acknowledged. The information regarding PA was selfreported and consequently is subject to recall bias. Secondly, SDT broadly includes the constructs of autonomy per se and relatedness, which also play a role in autonomously motivated behavior development (Ryan & Deci, 2000) and as such should also be examined to determine their role in the development of autonomous regulations. Including these constructs in future work will provide a more complete examination of SDT psychological needs and offer further explanation for the observed PA levels. A third limitation is that the study design was cross-sectional, not allowing for any causal inferences to be made. We also recognize that the participants who responded were more likely to be more motivated to do so, effectively restricting the variability within our sample. Therefore, although the response rate was satisfactory for a mailed survey, even stronger associations could have been achieved had we had a bigger cross section of the population.
Although this study has begun to examine the applicability of SDT for a breast cancer population, a number of questions remain unanswered. As such, future research should be conducted by prospectively assessing participants throughout their cancer journey, with theoretically driven research addressing the motivational aspects of PA participation after cancer. This would allow a closer examination of the changes in motivation across time and allow an exploration of the constructs within the theory and in particular monitor their association with PA behaviors. Further, there is a need to determine how more autonomous PA regulations can be facilitated and enhanced, and how perceptions of autonomy support and competence can be supported within a health care environment. This may include examining which social contexts can provide the optimal autonomously supportive climate, including significant others and referrals to exercise specialists as well as usual care health teams.
In summary, this study has contributed to our understanding of how SDT can be used to examine the PA behavior of breast cancer survivors. The main findings indicate that there are significant correlations between PA and the SDT motivation continuum and autonomy support and competence among breast cancer survivors. Further, the intrinsic motivations are the strongest predictors of PA. These findings suggest that by recognizing cancer survivors' PA motivations, we may be able to intervene, should their motives be primarily extrinsic or competence low, and work toward a continuation of PA posttreatment. However, research needs to be extended to other cancer populations and more theoretically driven, prospectively designed research is required to more precisely examine the correlates of PA participation after cancer.
